MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH y
DERPARTMENT OF PUBLIC HEALTH AND WELFAR “m m
Registration Disirict No. ___-_.._3.1 __Primary Registration Dmncr No. IDGB____Regurrnr s+ No. _I:tmgg STATE FILE NUMBER

DO NOT WRITE
ON THIS STUR AMENDED

1. PLACE OF OEATH 2. USUAL RESIDENCE (Wherc decuud fived. If institution: Residence before
. COUNTY TAT N issi
VS 300 a . STA EMi ss OU.I'.ih COUNTY admission)

Rev_ 4/59

b. CITY [If autside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY . Inside Limits

roam St. Louls ' 3l years TOWN St, Louls Yes {3 Ne [

c. FULL NAME QF (Lf NOT in hopital, give location) Inside Limits d. SIREET {if qutside, give location) Reside on Farm
HOSPITAL OR ADDRESS

wsiotion 506, Wabada Avenue |Ye@ NeD 5064 Wwebads Averme |vsO no@
. NAME OF DECEASED Firs? Middle Last 4. DATE Month Day Year

{Type or pring) OF
RUTH . SLAUGHTER DA December 28, 1963
5. SEX 6. COLOR OR RACE 7. Merried @} Never Married [J |8. DATE OF BIRTH | 9. AGE (lasr birthday) [ IF UNDER 1 YEAR IF UNDER 24 HR
Female Megro Widowed [] Divorced O |1 2 /l 2 /96 67 Mgpths | D Hours
105. USUAL CCCUPATION (Give kind of wark done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE [City and state or country) | 12. CITIZEN OF WHAT COUNTRY

duri 1 working life, if ratired)
S EERe T v ) Board of Edu. Fureka, Indiansa Ue S. A,
12a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

John Haynes Sallie Archer Horace Slaughter

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16 SOCIAL SCOUDITY MO 17. INFORMANT Addrets

(Yes, rﬁ er unknOwnJI (If yos, give rar or dates of sory HOI’&CO Sl aughter 50 61{_ Wabad& Ave
e
18. CAUSE OF DEATH (Enter only one cause pe: line for (a), fb), and {c}. INTERVAL BETWEEN
PART |. DEATH WAS CAUSED m #, . ONSE D DEAT
IMMEDIATE CAUSE () Qd i

Condirions, if any, DUE TO (b}
which gava rise to

sbove cauie {a),
stating the undaer. / 7 3 '0
lying cause last. OUE TO {c)

PART 1l. OTHER SIGNIFICANT CONDITIONS CONIRIBUTING TO DEATH but not related to the terminal PART 1. 1f decassed was female wa
disease condition given in PART | {a) thare a pregnancy in last 90 days,

ID Yes INND I ] Unknow

19, WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIEE HOW INJURY QCCURRED. (EnTer nature of injury in FART | or PART Il of item 18.)
PERFORMED? w] O m] -
YES [ NO

20c. TIME OF Hou! Month, Day, Year
1NJURY a.m.
. p-m. . .
20d. INJURY OCCURRED 20a. PLACE OF INJURY [e.g., in or about home, | 20t. CITY, TOWN, OR LOCATION COLINTY
WHILE AT WORK (] farm, factory, itreel, office bidg., erc.)
NOT WHILE AT WORK []

21. | sttended tha d d from m _la_iélmd last saw :Ie,:‘ aliva on__4 [ "3-—3‘ hnd ‘—g

Death otcurred at. on the date stated sbove, and to the best of my knowledge, from the cauvies stated.

298, gmNAE;ZE (Dagrea or title) 22h. ADDRESS ‘m‘ 22¢. DATE SIGNEQ

23a. BURIAL, CREMATION, T 23b. 23c. NAME OF CEMETERY, OR CREMATORY 23d. LOCATION ¥y, town, ar county) (State)
REMOVAL (5 ify) -
Removal |1/2/6l National Cemetery Jef ferfon Barracks, Mo,

24. FUNERAL DIRECTOR ADORESS 25. DATE RECD. BY LOCAL REG. 76. RE AR'S BIGNA E‘
Charles J. Gates L4107 Finney JAN 2 1984 %MM /D,

flicensed Embaimar's Statemant on Reverse Side)

DATE AMENDED

\
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MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NQO.




STATEMENT BY LICENSED EMBALMER

i hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmér No.

working under my personal supervision,

Student

Signatute of Student Embalmer

Licensed Embalmer No. LI-SBO

._ P.O. Address 1107 Finney Avenue

-
=

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. {Failure to comply
with the above constitutes grounds’ for revocation of license). i™+ ; .

if embalmed by a STUDENT, he also shall sign in his OWN handwrmng

If this body is not embalmed, fact should be.so stated above.




